Cross, Harrington and Mayer-Gross (1957) , in a survey of the long-stay population of a The task used was simple box-folding, which had previously been used in an experimental study (Wing and Freudenberg, i 96 I). The patients worked a four-hour day, and a four-day week. The task was demonstrated during the first hour on Monday morning, and not there after. There were, therefore, i @ one-hour trials in a fullweek. The patientswere paid the rate for the job, but no other incentives were used.
The selection of patients was organized in such a way that the proportion of moderately ill and severely ill in the workshop group was constant from week to week. Two indices of output were usedâ€"Initial Output, the number of boxes completed during the first full one-hour trial; and Peak Output, the greatest number of boxes completed during any one-hour trial.
Finally, a number of other items of informa tion were recorded. They included the presence of physical handicaps, the frequency with which the patient was visited, the frequency with which the patient went outside hospital, current drug treatment, the number of E.C.T. during the year following the commencement of the study,and whether the patienthad been leucotomized.
RESULTS

Clinical Condition
The distribution of mental state categories is set out in Table III . Subgroups IA and lB were combined because of the small numbers in subgroup IA (@ males, 4 females).
The distribution of clinical categories is similar in the male and female groups.
Ward Behaviour
Mean Social Withdrawal Scales are set out in Table IV. The differences between the clinical sub groups are similar to those found by Wing (1961) by a doctor and some action taken (e.g. change in medication, E.C.T., or transfer to a ward where greater supervision could be given).
Information Test
There were significant differences between the clinical subgroups according to the extent of general knowledge. Patients in subgroups IA plus IB, IC, 2, 3 and 4 respectively answered an average of 7, 5, 6, 2 and 3 items correctly. The mute patients, did not, of course, answer the questions at all. Only 5 patients could answer all I 0 questions correctly. Half the patients did not know the price of a postage stamp.
Industrial Output
Forty-three patients had had previous prac tice at the simple box folding task and they were therefore excluded from the analysis. A further 6 patients declined to take part, 9 patients who were working outside hospital could not participate and 3 were too mentally disturbed and i too physically ill to take part. per cent. said they definitely did not want to do so.
of them appeared to be candidates for resettle ment outside hospital in the fairly near future. At the end of the spectrum were the I0 mute patients in clinical category 5 (@ per cent. of the sample). They were markedly withdrawn, did very little industrial work, and in various ways were unable to care for themselves. These limiting factors, which had been present in all cases for many years, precluded any prospect of resettlement in the near future.
At the other end of the spectrum were the 67 patients in the moderately disabled categories, IA, lB and IC (@ per cent. of the total sample). On the whole these patients had the ability to carry on a reasonable conversation without displaying obvious clues to their clinical diagnosis (a factor of great importance in finding a job), and they showed relatively few of the behavioural characteristics covered by the questionnaire.
They had a fair grasp of everyday events outside the hospital and though their industrial output was rather low it did improve somewhat during a week in the workshop. Nine of them were already working outside the hospital.
Nevertheless, when the immediate prospects of these 67 patients were examined in detail, industry. The recent behaviour of 14 others had not been stableâ€"several, for example, had short-lived delusional episodes with accom panying disturbed behaviour. These patients needed further observation before they could begin to work out. Another 10 showed behaviour during the sample week, such as frequent talking or laughing to themselves, mannerisms or overactivity which did not augur well for a trial outside hospital. were already receiving much skilled nursing and occupational supervision (Bennett, Folkard and Nicholson, 1961) . When this is relaxed on discharge from hospital they will not necessarily maintain the standards which they have achieved as in-patients. contained patients with many of the qualities of the moderately-disabled group, but they had the disadvantage that their delusions were relatively easily elicited. They presented special problems for resettlement, therefore, and were not easy to place in employment although 3 actually were working out. Their attitudes to work tended to be unrealistic.
The remaming 45 patients, in subgroups 3 and 4 (30 per cent. of the total sample) pre sented a wide range of resettlement problems. Some patients (particularly a number whose industrial output increased substantially with practice)
were on the borderline of the moderately-disabled group (one was actually working outside the hospital). Others were functioning almost at the level of the i o mute patients. A slow improvement could be dis cerned in many individuals which, if it con tinued, would mean that eventually they might become candidates for the resettlement villa.
We recognize that the chances of resettlement for schizophrenic patients cannot be calculated only by the enumeration of their handicaps or attitudes. Attention must also be given to assets which may more than compensate for such disabilities. Most of the moderately-ill patients [Nov.
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considered in this study have been continually reviewed, while some have been tried in work outside hospital both during the progress of this survey and since. There have been notable individual exceptions to the general trend, but these do not affect our conclusions. In summary it is considered that 15 of the 67 patients who showed symptoms of moderate severity at interview and 4 of the 83 patients with severe symptoms (who were already working outside hospital), were possible candi dates for resettlement outside hospital in the fairly near future, if appropriate supporting services were available. This is not to say that these 19 patients (13 per cent. of the sample) could definitely be discharged, since no decision could be reached until a trial period in a tran sitional facility such as the Industrial Rehabilita tion Unit, or a hostel, had been completed. Some of the remaining patients may eventually reach the same level, though progress will inevitably be slow.
DISCUSSION
In hospitals where the rehabilitation pro gramme has been taken seriously over a number of years, the residual long-stay population presents extremely difficult resettlement prob lems. Hospitals which have not progressed to the same extent may still, however, contain a substantial proportion of patients who could relatively easily be discharged (Rawnsley a al., 1962) , or who might respond fairlyquickly to social changes in the hospital environment (Wing et al., 1961) . The present results cannot, therefore, be applied directly on a national scale, but they are nevertheless of relevance nationally because they indicate that a limit is likely to be reached to the numbers of long-stay patients who can readily be dis charged and found stable employment. Only 13 per cent. of this sample were any where near a point at which discharge could be considered. The working and living arrange ments of many of the remaining patients could be duplicated outside the hospital boundaries, if a series of hostels and different kinds of work shop were set up. The only disadvantage would lie in the lack of extensive hospital grounds which, at present, constitute a buffer area between the hospital and community, where patients can move freely without their idiosyncrasies of behaviour being immediately noticeable to the public. Such arrangements do not mean that the patient has been â€oe¿ resettledâ€• and they are, in principle, no different from what is already being provided in a good hospital, since the patient is not self-supporting.
Psychiatrists differ widely as to whether handicapped long-stay patients still in need of care should be looked after by their relatives. Our findings suggest that, apart from the 13 per cent. with a fair chance of resettlement, most patientsin thisserieswere too disabled at the time of the survey (or stood too great a risk of relapse) to justify asking their relatives to look after them. Since they are likely to spend a further prolonged period in hospital, their living and working arrangements within hospital should be at a level compatible with the standards of a highly civilized society, even if this does entail considerable expenditure on modernizing mental hospitals and providing high qualitystaff.
SUMMARY
A survey was made of the functional handi caps of a sample of long-stay schizophrenic patients under 6o years of age. Forty-five per cent. were judged to be moderately ill clinically, 
